Introduction
The incidence of coronary artery disease (CAD) and definition of risk factors have been well documented in white populations, but recent reports (Gillum, 1982; Gillum and Grant, 1982) showing racial differences in both incidence and risk factors have received little attention even though they are known to occur. Differences in risk factors compared with whites, have been noted before (Beevers and Cruickshank, 1981; Eisenberg et al., 1981) . We set out to confirm or refute our impression that Asian patients with CAD investigated by coronary angiography in our Department had more severe CAD, in particular, more severe distal CAD than whites (important in considering suitability for coronary artery bypass grafting).
Patients and methods
Out of a consecutive series of 36 Asian patients with CAD studied in our Department since 1976, 2 were excluded as their coronary angiograms were lost. Each of the remaining 34 were matched with 2 white patients with CAD for age, sex, blood pressure and duration of symptoms. Each coronary arteriogram was viewed blindly by 2 independent observers: the 3 coronary arteries were examined for CAD and scored separately from 0-5 for proximal disease and similarly for distal disease. The score was an assessment of narrowing of the vessels (normal vessel, 0; up to 25% narrowing, 1; up to 50%o, 2; up to 75%, 3; subtotal lesion, 4: total occlusion, 5). In the right coronary artery (RCA), proximal was defined as the RCA up to the origin of the posterior descending artery (if dominant) and the posterior descending artery and all other branches of the RCA were defined as distal. The left main artery was scored separately; the left anterior descending artery was proximal for the first two-thirds of its course: the distal third and all other branches were defined as distal. The circumflex artery was proximal to the origin of the obtuse marginal branch; all the rest was classified as distal. Left ventricular (LV) function was assessed from cineangiograms noting the presence or absence of a left ventricular aneurysm and mitral regurgitation, and the calculation of ejection fraction by volumes. The left ventricular end-diastolic pressure was recorded at the time of catheterization after the left ventricular angiogram. Risk factors other than those for which the patients were matched were also noted-smoking, diabetes, and fasting cholesterol and triglyceride levels taken on the morning of catheterization.
Results were expressed as the mean + s.d. and differences between groups assessed by paired and unpaired Student's t-test.
other and did not differ significantly for proximal, distal or total disease severity. However, there was a trend for Asians to have more severe disease and this was significant when total scores were compared, indicating that Asians have more severe CAD than whites, but that the distribution of disease is not different. There was no significant difference in the number of vessels involved (2-5 +0-7 vessels in whites; 26 + 0-7 in Asians). (Table 4 ). There were significantly more Asians who had never smoked, and fasting cholesterol levels were higher in whites. There was no significant difference in triglyceride levels or in the number of diabetics. Whites were heavier and the body surface area (BSA) greater in whites. 70-0± 9-9 76-5 ±10-4 < 001
The Asian population in our catchment area come from Pakistan, the Punjab, and a few from Bangledesh, and have been resident in this country for a mean of 13 years. Our impression that the distribution of CAD was different in Asians was incorrect, but significantly more severe CAD in Asians was confirmed. Interestingly, there was also a significant difference in the risk factors between the 2 groups, Asians having fewer smokers, lower cholesterol and weighing less than the whites.
